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Previous analyses in a large population-based sample of female twins indicated that three
dimensions of religiosity — personal devotion, personal conservatism and institutional con-
servatism — were, in different ways, significantly related to current depressive symptoms and
substance use and lifetime psychiatric and substance use disorders. Furthermore, personal
devotion, but neither personal conservatism nor institutional conservatism, buffered the
depressogenic effects of stressful life events (SLEs). We here explore further these results, using
linear, logistic and Cox regression models. Eight personality and six demographic variables had
distinct patterns of association with the three dimensions. Personal devotion was positively
associated with years of education, age, and optimism and negatively correlated with neuroticism.
Personal conservatism was negatively associated with education, income, age, mastery and
positively correlated with neuroticism. Institutional conservatism was negatively correlated with
self-esteem and parental education. Covarying for these 14 variables produced little change in
their association with psychiatric and substance use outcomes. The impact of the dimensions of
religiosity differed as a function of the SLE category. High levels of both personal devotion and
institutional conservatism protected against the depressogenic effects of death and personal
illness. High levels of personal conservatism were associated with increased sensitivity to
relationship problems. These results suggest that the association between religiosity and low risk
for symptoms of depression and substance use may be in part causal. The relationship between
dimensions of religiosity and response to SLEs is complex but probably of importancein clarifying

the nature of the coping process.
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Introduction

Given its importance for a wide range of human
behavior," religion has been relatively neglected in
empirical studies of the etiology of mental illness
and substance use and misuse.*® In studies from
major psychiatric journals, measures of religion have
been only rarely included and, when assessed, most
studies examined only affiliation.® This single meas-
ure, used alone, is problematic, since religiosity is
multidimensional including, in addition to affilia-
tion, aspects of devotion and beliefs.®

We recently reported results obtained at personal
interview, on 1902twins from female—female pairs
from the population-based Virginia Twin Registry’
which included 10items reflecting a range of relig-
ious behavior and beliefs, current religious affilia-
tion rated on a scale of institutional conservatism
(IC), prior stressful life events (SLEs), current psy-
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chiatric symptoms and substance use, and lifetime
psychiatric disorders and substance dependence. We
found that we could extract two meaningful factors
reflecting personal devotion (PD) and personal con-
servatism (PC) from the 10items. PD, PC and ICwere
all strongly familial and model fitting suggested that
this familial resemblance was due largely to the
effect of environmental factors. None of the dimen-
sions of religiosity was strongly associated with
lifetime psychopathology or current symptomatol-
ogy except that low levels of depressive symptoms
were related to high levels of PD. By contrast, all
three religiosity dimensions were significantly and
inversely associated with levels of current drinking
and smoking or lifetime risk for alcoholism and
nicotine dependence. PD, but not PC or IC, buffered
the degressogenic effects of stressful life events
(SLEs).

In this report, we follow up these intriguing
findingsin two ways. First, our initial analyses of the
relationship between the dimensions of religiosity
and psychiatric and substance-use outcome con-
trolled only for years of education and age. Many
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other variables might mediate these associations
including particularly personality and demographic
variables such as income and urbanicity. To what
extent could the observed relationship between the
three dimensions of religiosity and psychiatric and
substance use disorders be ‘explained’ by demo-
graphic and personality covariates?

Second, in our analyses of the potential buffering
effect of dimensions of religiosity on the impact of
SLEs, we examined only an aggregate summary
measure of the total number of events experienced.
However, as Strawbridge et al pointed out,® religios-
ity might buffer the depressogenic effects of some
stressors but exacerbate the effects of others. There-
fore, in thisreport werepeat those analyses, dividing
SLEs into 14 separate event categories.

Methods

Sample

The Caucasian female same-sex twins studied in this
report are part of alongitudinal study of genetic and
environmental risk factors for common psychiatric
disorders. The twins, ascertained from the popula-
tion-based Virginia Twin Register, were eligible to
participate in this study if both members of the pair
had previously responded to a mailed questionnaire,
to which the individual response rate was 64%. In
our first personal interview, we succeeded in inter-
viewing 92% of the eligible individuals; 90% of the
interviews were face-to-face, whilst the rest were
completed by phone. Written informed consent was
obtained prior to all face-to-face interviews. The
mean age of the participating twins was
30.1 £ 7.6 years. Zygositg was determined blindly
by standard questions,™ photographs and, when
necessary, DNA."

Since this original interview, we have completed
two additional waves of phone interviews, which
succeeded in interviewing 2001 (92.5%) and 1902
(87.9%) of the original sample, respectively. The
mean (+ SD) of months between the first and third
interviewswas 61.3 + 5.1. In the third interview, we
assessed both members of 849 pairs, 496 of whom
were monozygotic (MZ) and 353 of whom were
dizygotic (DZ).

Measures

Our first personal interview assessed lifetime diag-
noses of major depression (MD), generalized anxiety
disorder (GAD), panic disorder, bulimia, phobias
and alcohol dependence. In addition, past-year MD
and GAD were assessed during the second and third
waves of phoneinterviews. MD and alcohol depend-
ence were assessed, by computer algorithm, using
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DSM-III-R criteria. For GAD, we used the sympto-
matic criteria from DSM-III-R, but followed DSM-III
in requiring one month minimum duration of ill-
ness. Phobia was defined as the presence of one of
17 specific fears which the respondent considered to
be irrational and which, in the interviewer’s judge-
ment, produced objective behavioral interference
with the respondent’s life."> To maximize our power,
we used broader definitions of bulimia and panic
disorder, where previous analyses have shown that
the additional ‘possible’ cases of illness were on the
same continuum of liability as those diagnosed with
greater certainty.”' We also examined a broader
definition of alcoholism in this sample by adding
cases of ‘problem drinking, which defines individ-
uals who appear to have a milder disturbance on the
same liability dimension that influences alcohol
dependence.™

At both the first and third personal interviews,
current psychiatric symptoms were assessed by
30items selected from the SCL-90.'® As seen pre-
viously,” VARIMAX factor analysis extracted four
symptom scales — termed depression, panic-phobia,
somatization and insomnia—which we analyze here.
We used the SCL measures from the first personal
interview so as to separate in time the assessment of
religiosity and symptoms. We also recorded the
presence and month of occurrence of nine personal
and 22network stressful life events (SLEs), the
details of which have been outlined previously.'®

In the third interview, we assessed average
monthly alcohol consumption and average daily
cigarette intake over the last year. In addition, for
‘ever smokers’, we obtained, at the time of their
heaviest cigarette consumption, the Fagerstrom Tol-
erance Questionnaire.”” We define as nicotine-
dependent any individual with a history of regular
smoking and a Fagerstrom Tolerance Questionnaire
score of > 7.

In our first interview, we assessed religious affilia-
tion by asking the twins: ‘What is your religious
preference — Protestant, Catholic, Jewish or some-
thing else? If they responded ‘Protestant’, we then
inquired as to their specific denomination. ‘No
preference’ was also a permitted response. From the
responses on religious affiliation, as outlined in
detail elsewhere,® we developed and validated an
Institutional Conservatism scale (IC) which ranked
sects into five groups of decreasing conservatism: i)
fundamentalist Protestant, ii) Baptist, iii) mainline
Protestant, iv) Catholic and v) other and unaffiliated.
Baptists were assigned their own category both
because they are the most common denomination in
our sample and because, in Virginia, Baptists gen-
erally occupy a ‘middle ground’ on principles of
faith between more conservative (eg Church of God,
Pentecostal Assembly of God, Jhovah’s Witnesses)
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and more mainline Protestant denominations (eg
Episcopalian, Methodist, Presbyterian).

In the first interview, we also inquired about the
frequency of attendance at religious services or
meetings, with six possible responses ranging from
‘more than once a week’ to ‘never’. The wave3
interview inquired again about the frequency of
attendance at religious services and also contained
nine questions designed to assess arange of attitudes
and beliefs about religion. These items were selected
from used in the National Comorbidity Survey,? the
Gallup poll” and the Religiousness scale of Stray-
horn et al.?" As reported elsewhere,® a factor analy-
sis, conducted by the method of rotated principal
factors®® by SAS routine PROC FACTOR,*® using
traditional eigenvalue criteria, produced two clear
factors. The first factor, which we called Personal
Devotion (PD) had heaviest loadings on six items:
importance of religious beliefs (+), frequency of
church attendance (+), consciousness of religious
purpose (+), frequency of seeking spiritual comfort
(+), frequency of private prayer (+) and dissatisfac-
tion with spiritual life (). The second factor, which
we called Personal Conservatism (PC) had the
highest loadings on four items: belief in God (+),
belief that God rewards and punishes (+), belief in
being ‘born again’ (+), and literal belief in the Bible
(+).

Urbanicity was assessed on a 7-point, interviewer-
rated scale describing the population size where the
respondent lives, ranging from greater than one
million to a cluster of less than 20 houses.

Statistical methods

The relationships between the dimensions of religi-
osity and psychiatric symptoms and current alcohol
and cigarette use were assessed by linear regression
analysis. We here report multivariate analyses. Uni-
variate analyses — examining the relationship
between single predictor variables and the three
dimensions of religiosity — were relatively similar
and are available from the author on request. To
correct for the correlated observationsin twin pairs,
we used the SAS procedure PROC MIXED,** which
treated the twin pairs as correlated observations
using the repeated statement.

The relationship between the religiosity dimen-
sions and lifetime risk for psychiatric and substance
dependence disorders was assessed using the Cox
Proportional Hazards method, as operationalized in
the PHREG procedure in SAS. Currently, no model-
based method exists to correct Cox regressions for
correlated observations in twins. Given the large
sample size employed, the biases introduced by
using standard models should be slight.
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We assessed the ‘buffering’ effect of religiosity by
examining interactions, in linear regression,
between the individual classes of SLEs (occurringin
the month of theinterview and the prior month) and
the dimensions of religiosity, in the prediction of
depressive symptoms. To reduce the possibility of
correlated errors of measurement, we performed
these analyses using religiosity as assessed at our
third interview to predict the depressive response to
SLEs assessed 5years earlier at our first personal
interview with this twin sample. To correct for the
correlated observations in twin pairs, we also per-
formed these analyses using the SAS procedure
PROC MIXED, treating twin pairs as correlated
observations.

Because of the low power in these models to detect
interactions, in these analyses, we proposed a priori
torelax our typel error rate to 10% to reduce our rate
of typell errors.

Results

Relationship between levels of religiosity and
personality and demographic variables

Table1 depicts the standardized regression coeffi-
cients between eight personality constructs exam-
ined together in a single multivariate analysis and
the three dimensions of religiosity. High levels of PD
were significantly predicted by low levels of neurot-
icism (N) and high levels of optimism, altruism and
interpersonal dependency. High levels of PC were
predicted by high levels of altruism and low levels of
mastery and interpersonal dependency. IC was sig-
nificantly predicted only by low levels of self-
esteem. While several of these associations were
highly significant, they explained, in total, only
between 1.2 and 5.7% of the variance in the
religiosity dimensions.

Table2 depicts the multivariate association
between the three dimensions of religiosity and six

Table 1 Personality correlates of dimensions of religiosity —
multivariate analysis

Dimensions of Religiosity

Personality measure Personal Personal Institutional
devotion conservatism conservatism
Neuroticism -0.09°  +0.06 -0.03
Extroversion -0.02 +0.00 -0.01
Locus of control -0.03 +0.05 +0.04
Mastery -0.05 -0.14° -0.03
Dispositional optimism  +0.12° -0.00 +0.02
Altruism +0.14¢ +0.07° +0.04
Self-esteem —-0.01 -0.05 -0.08°
Interpersonal dependency +0.06% -0.10° -0.02
r? 0.057 0.046 0.012

#P<0.05; °P<0.01; °P<0.001; “P<0.0001.
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demographic variables. High levels of PD were  Association between religiosity and psychiatric and
significantly associated with higher levels of respon-  substance use outcomes covarying for personality
dent education, family income and age, but low and demographic variables

levels of self-generated income, and a less urban

living environment. High levels of PC were sig- We then explored how much the association
nificantly predicted by low levels of education in  between the dimensions of religiosity and arange of
both the respondent and her parents, low levels of ~ Psychiatric and substance use symptoms and dis-
family income, younger age and a less urban living  orders were changed when the personality and
environment. High levels of IC were significantly ~ demographic variables were added to the regression
associated with less parental education and a less  €duation as covariates. In Tables3 and 4, in the
urban living environment. These demographic varia- analyses termed model 1, we controlled only for age
bles explained between 6.7 and 17.8% of the and years of education. In the analyses termed

; : N . ; model 2, all 14 of the personality and demographic
variancein th_ethree reI|g|OS|t_y d|m_en3|ons. Notgbly, variables outlined in Tables1 and 2 were added as
more than twice as much variance in PC than either

L : : covariates.
of th_e two other rel_|g|03|ty dimensions was In Table3, we examined last-year alcohol and
explained by demographic factors. cigarette intake and symptoms of depression,
somatic-anxiety, panic-phobia and sleep difficulties
in the last month. It can be seen that the negative
Table 2 Demographic correlates of dimensions of religiosity — a_SSOC' ations betwe?n PD and alcohol Consumpt'an
multivariate analysis cigarette consumption and symptoms of depression
are not substantially altered by the addition of the
covariates. The same pattern is seen for the negative

Dimensions of Religiosity

Demographic variable Personal Personal Institutional P .
devotion conservatism conservatism Zﬁsaocl:batlons between alcohol consumption and PC
: d d ) . . .
Years education — self +0.12° 0210 —0.04 Table4 depicts the association between the dimen-
Years education — parent —-0.04 -0.16 -0.15 . f ligiosit d lifeti hiatri d
Income — family +0.05°  —0.11¢ 001 sions of religiosity and lifetime psychiatric an
Income — self -0.11¢  +0.01 -0.03 substance use disorders. Overall, few associations
Age *0.21°  -0.08° 0.04 are significant. Here, the impact of the addition of
Urbanicity —8-8‘34 —8-358 —8-827 the covariates is somewhat more complex. Two of
! : : : the observed significant protective effects (PD and
P<0.05; °P<0.01; °P<0.001; ‘P<0.0001. nicotine dependence and lifetime MD and IC) are
Table 3 Association of dimensions of religiosity with current substance use and psychiatric symptoms without covariates
Personal devotion Personal conservatism Institutional conservatism
Model 1 Model 2 Model 1 Model 2 Model 1 Model 2
Log No. drinks -0.22¢ -0.21¢ -0.08? -0.07 -0.12° -0.10°
Log No. cigarettes -0.17¢ -0.18¢ -0.02 -0.02 -0.05 -0.04
Sxs dep -0.09° —-0.07° 0.04 0.02 -0.01 -0.02
Sxs som anx 0.03 0.04 0.01 -0.01 0.01 0.00
Sxs panic phobia —0.01 -0.01 0.02 0.01 0.03 0.03
Sxs sleep diff -0.01 -0.02 -0.02 -0.04 0.03 0.03

3P<(0.05; °P<0.01; °P<0.001; “P<0.0001. Sxs - Symptoms. Model 1. Covariates: age, years education—self; Model 2. Covariates: age, years
education-self, years education—parents, income-family, income-self, urbanicity, neuroticism, extroversion, locus of control, mastery,
dispositional optimism, altruism, self-esteem, interpersonal dependency.

Table4 Association of dimensions of religiosity with lifetime psychiatric and substance use disorders with and without covariates

Personal devotion Personal conservatism Institutional conservatism
Disorder Model 1 Model 2 Model 1 Model 2 Model 1 Model 2
MD 1.04 1.08 0.90° 0.87°¢ 0.94 0.94
GAD 1.04 1.05 0.99 0.94 0.99 0.96
Panic 1.15 1.30 0.79 0.76 1.25 1.412
Phobia 1.03 1.06 0.92 0.89% 1.10° 1.10
Bulimia 0.90 0.89 1.02 1.00 0.97 0.96
Problem drinker 0.83% 0.95 0.88 0.91 0.86° 0.94
Ethanol dep 0.86 0.95 0.88 0.90 0.81° 0.87
Nicotine dep 0.83% 0.84% 0.87 0.87 0.88 0.89

®P<(.05; "P<0.01; °P<0.001. dep - dependence. Model 1. Covariates: age, years education—self; Model 2. Covariates: age, years
education-self, years education—parents, income-family, income-self, urbanicity, neuroticism, extroversion, locus of control, mastery,
dispositional optimism, altruism, self-esteem, interpersonal dependency.
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unchanged as is the increased risk for lifetime
phobia in those with high levels of IC. Two other
significant protective effects involving alcohol (PD
and problem drinking and IC and ethanol depend-
ence) were substantially attenuated with the addi-
tion of the covariates. Two associations were sub-
stantially strengthened by adding the covariates: an
inverse association between levels of PC and risk for
phobia and a positive association between levels of
IC and risk for panic disorder.

Specific categories of stressful life events and the
buffering effect of religiosity

Table5 presents the results of three regression
analyses predicting the level of depressive symp-
toms from the occurrence of 14 different categories of
SLEs occurring in the 2months preceding the inter-
view, the level of PD, PC or IC and the interaction
between them. Negative and positive interaction
terms indicate that high levels of that dimension of
religiosity buffer or exacerbate, respectively, the
depressogenic effects of that particular SLE
category.

Examiningfirst protective effects, we see that high
levels of PD significantly buffered the depressogenic
effects of being a criminal victim, whilst high levels
of both PD and IC reduced the depressogenic effects
of having health problems or experiencingadeath in
the social network. High levels of PC buffered only
the depressogenic impact of job loss.

High levels of PC and IC but not PD were also
associated with a greater elevation in depressive
symptoms after the experience of several classes of
SLEs. Specifically, high levels of PC had such an
exacerbating effect on the response to being a
criminal victim, or having marital, housing, financial
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or relationship problems. High levels of IC exacer-
bated the depressive impact of loss of confidant and
marital and housing problems.

Discussion

In this paper, we have attempted to follow up two
sets of results obtained from our earlier investigation
of therelationship between dimensions of religiosity
and psychiatric and substance abuse outcomes.® We
will now review these new findings in turn.

Association between religiosity and psychiatric and
substance abuse symptoms

In our previous analyses® of the association between
the dimensions of religiosity and psychiatric and
substance use outcome measures, we had controlled
only for years of education and age. With these
minimal covariates, we had found that, with the
possible exception of depressive symptoms, religios-
ity was often related to levels of substance use and
misuse, but had little overall relationship with more
classic psychiatric symptoms or disorders. Whilst
the data on psychiatric symptoms and disorders and
substance use were collected at a different interview
wave from that on religiosity, we had little power to
infer the causal relationship between these variables.
One approach that might throw light on the nature of
the correlation, however, is to explore plausible
covariates that could be responsible for much of the
observed association. Of the numerous possible
variables, we here considered two domains which
have been shown to substantially correlate with risk

Table 5 Prediction of depressive symptoms from stressful life events occurring in the last two months, dimensions of religiosity and

their interaction

Life event Personal devotion (PD) Personal Conservatism (PC) Institutional conservatism (IC)
SLE PD Interaction SLE PC Interaction SLE IC Interaction

Criminal victim +0.77¢  -0.07° —0.46° +0.74° +0.03 +0.42° +0.73*  -0.02 -0.05
Loss of confidant +0.43° -0.07° +0.24 +0.40° +0.04 -0.00 +0.37° -0.03  +0.44°
Divorce/separation +0.24 -0.07° +0.04 +0.25 +0.04 -0.02 +0.27 -0.03 +0.21
Romantic/marital problems ~ +1.21°  —0.06° +0.08 1.25° +0.02 +0.43° +1.31° -0.03  +0.55°
Health problems +0.36° -0.06° —-0.28° +0.28° +0.03 +0.04 +0.36° -0.02 -0.41°
Housing problems +0.01 -0.07°¢ -0.10 +0.10 +0.03 +0.48° -0.05 -0.03  +0.60°
Legal problems +0.27 -0.07° -0.22 +0.31 +0.04 -0.26 +0.27 -0.03 +0.05
Job loss +0.72° -0.07° +0.20 +0.48 +0.04 —0.40° +0.61° -0.03 +0.32
Work problems +0.31° -0.08° +0.16 +0.30° +0.04 -0.04 +0.35° -0.03 +0.11
Financial problems +0.60° -0.07° -0.15 +0.56° +0.03 +0.33° +0.50° -0.03 +0.33
Death in network +0.34 -0.06° —0.63° +0.55 +0.04 -0.20 +0.62° -0.02 -0.65°
IlIness in network +0.21° -0.07° -0.01 +0.21° +0.04 -0.01 +0.19° -0.02 -0.07
Relationship problems with

network +0.38° -0.07° +0.00 +0.35° +0.02 +0.43¢ +0.44° -0.03 +0.10
Crisisin network +0.08 -0.08° +0.09 +0.08 +0.03 +0.01 +0.10 -0.03 +0.01

3P<0.10 (interactions only); °P<0.05; °P<0.01; “P<0.001; °P<0.0001.

https://doi.org/10.1375/twin.2.2.137 Published online by Cambridge University Press

141


https://doi.org/10.1375/twin.2.2.137

Religiosity and psychiatric illness
KS Kendler et al

142

for psychiatric and substance use disorders: person-
ality®>*® and demographic factors.?>*’

We found a range of intriguing relationships
between personality and the dimensions of religios-
ity. Of particular interest was how different the
personality correlates were for the two ‘personal’
dimensions of religiosity: devotion and conser-
vatism. PD was negatively and PC positively corre-
lated withN. PC was negatively correlated with
mastery whilst PD was positively correlated with
optimism. The two traits shared a similar relation-
ship with only one personality trait: altruism. A
similar pattern of differences emerged in the demo-
graphic correlates for PD and PC. PD was positively
and PC negatively correlated with years of educa-
tion, income level and age. The two traits were
similar only in both being negatively correlated with
urbanicity.

Although not the major goal of this report, these
datado provide further support for the validity of the
distinction between these two dimensions of per-
sonal religiosity. Although initially identified by
factor analysis from a modest 10item scale, they
each show quite adistinct pattern of personality and
demographic correlates.

As might be expected, we are able to predict a
much lower proportion of variance in IC than in the
two personal dimensions of religiosity. The very
modest relationships between personality variation
and IC were especially noteworthy.

As recently reviewed by McCullough,?® congruent
with our findings, prior work has tended to support
a relationship between level of religious involve-
ment and optimism but not locus of control. Most
studies that have examined the association between
Eysenck’s personality dimension and religiosity find
asignificant association only with psychoticism.?*™
We are unaware of previous evidence that religious
devotion is significantly and inversely associated
with N. However, this modest association may have
been detectable in our study because of the large
sample size.

The question of greatest interest is what would
happen to our previously observed negative associa-
tions between the dimensions of religiosity and
psychiatric and substance use outcomes when the
personality and demographic correlates were added.
Overall, the answer was not much. With the excep-
tion of the association between PD and IC and
lifetime alcohol problems, the other associations
remained unchanged or declined only slightly. In
particular, the association between PD and low
levels of current cigarette and alcohol use and
depressive  symptoms  remained essentially
unchanged.

These findings increase the probability that the
associations observed between dimensions of religi-
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osity and depression and substance use and misuse
are specific and potentially causal. It is unlikely that
much of the observed association can be explained
by personality or demographic factors which impact,
independently, on both religiosity and risk for
symptoms or substance use patterns. We were able to
locate one study which addressed asimilar question.
Consistent with our own findings, in over
11000teenagers, Francis reported that personal
religiosity was positively correlated with rejection of
substance use, even after controlling for individual
differences in personality.

Second, in our initial analyses of the potential
buffering effect of SLEs, we examined only an
aggregate measure of the total number of events
experienced. However, as Strawbridge et al have
pointed out,’ religiosity might buffer the impact of
some stressors while exacerbating the effects of
others. Our results confirmed this prediction but also
further clarified the impact of the different dimen-
sions of religiosity. Our previously demonstrated
overall impact of PD in buffering SLEs® can now be
seen to be a much more specific protective effect for
a class of fateful SLEs, especially medical illness,
death of a loved one and criminal victimization.
These three events have at least two characteristics
in common. First, active or ‘problem-solving
approaches are unlikely to be entirely efficacious in
coping because the problems are not entirely prac-
tical or ‘this-worldly’. Second, each of these events
directly confronts individuals with facts about the
nature of life that many of us, although intellectually
aware of, in fact actively deny. These facts include
our own mortality, our vulnerability to random acts
of violence and the finite nature of the life of our
loved ones. It is intuitively reasonable that individ-
uals with high levels of PD, which reflects a
‘rootedness’ in a comforting theistic world view
(reflected in such items as ‘to what extent are you
conscious of some religious goal or purpose in life
which serves to give you direction’) would cope
relatively well with such crises. PC, by contrast, did
not have these buffering effects. Doctrinal beliefs
alone do not appear to be protective against these
fateful events. Indeed, with respect to at least one of
them (crime), high levels of PC exacerbates the
depressive reaction. Most striking is the evidence
that high levels of PC exacerbated the depressogenic
effects of interpersonal difficulties either within the
marriage or with the social network. We might
speculate that thisreflects greater culture censure for
interpersonal and especially marital conflict — with
fewer options available for divorce. Alternatively,
this might reflect a rigidity of cultural and/or
personal expectations that makes resolution of these
conflicts more problematic and stressful.
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Limitations

These results should be interpreted in the context of
two potentially significant limitations. First, our
sample is entirely female. These results may or may
not extrapolate to males. Second, we cannot rule out
the possibility that the experience of the symptoms
of psychiatric illness or substance misuse might
influence levels of religiosity. However, we explored
this question in our previous article® and concluded
that it was unlikely to explain the bulk of the
observed association. For example, we had longitu-
dinal data on both alcohol intake and one item from
the PD scale (frequency of church attendance). The
association between church attendance at time 1 and
alcohol intake at time2 was stronger than the
association between alcohol intake at time1 and
church attendance at time2.
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